T he surgical treatment for slipped capital femoral epiphysis (SCFE) treatment has evolved in important ways over the past 30 years. Before the advent of fluoroscopically controlled in-situ pinning, treatment methods such as open epiphysiodesis and spica cast application had been difficult and morbid. Indeed, in-situ pinning was a major advance that at once led to improved outcomes. However, in-situ treatment does not address any residual deformity in the proximal femur. It is now accepted that residual proximal femoral deformity does cause femoroacetabular impingement, which may lead to limited hip ROM, gait disturbance, and osteoarthritis. The problem that remains is how best to treat this residual deformity, when to treat it, and through which surgical technique.
Where Do We Need To Go?
At present, there are many issues related to the management of SCFE that need to be resolved. There is general agreement that fluoroscopically controlled in-situ pinning is a good technique to stabilize the physis. However, numerous surgical techniques can be used to correct the remaining deformity, including femoral head-neck-junction osteoplasty, the modified Dunn technique to correct the deformity at the physeal level, base-of-neck femoral osteotomy, and intertrochanteric osteototmy with or without proximal femoral osteoplasty. Additionally, we do not know how large a deformity must be to be worth the surgical risk to correct it, and we do not know which technique is best for which deformities. In order to answer these questions, we need more comparative studies like the article by Novais et al. Additionally, we need better surgical instruction and techniques to decrease the complication rates of advanced techniques such as 
How Do We Get There?
There is a role for the whole range of surgical techniques for SCFE deformity correction available today. The simplest technique such as in-situ pinning with head-neck junction osteoplasty may have the widest application, precisely because it is relatively easy and safe. However, we need either randomized or case-control clinical studies demonstrating its effectiveness both at the short and longer terms. For more-severe deformities, I believe that moreadvanced techniques such as intertrochanteric osteotomy or even modified Dunn techniques are needed to fully correct the deformity. These techniques, especially the modified Dunn technique, are complex and may be difficult to implement, particularly in the hands of lower-volume or less-experienced surgeons. Perhaps a more-rational approach is to establish regional referral centers where some of these severe deformities could be treated safely. In North America, we are still at a stage where SCFE treatment is rapidly evolving. There are many opportunities for well-done comparative studies as well as efforts to improve the safety of some of the more-complex surgical techniques.
